Introduction: There is a lack of literature examining the impact of gender on access to eye care in developing countries.
Introduction
Globally, women account for two of every three blind people (Abou-Gareeb et al, 2001 ). In many low-and middle-income countries around the world, women have less access to eye care, particularly cataract surgical coverage (Lewallen et al., 2009) . Inequality between the genders also appears to affect children, with lower rates of access to eye care documented in girls compared to boys in some African countries (Bronsard & Shirima, 2009 ).
The impact of gender on access to eye care in the Nepalese setting has not been extensively described in existing literature. Thus, it is important to detect and characterize any differences in access to eye care between the sexes in order to inform public health strategy in the interests of equitable care for all. The Nepal Gender and Eye Health Group (NGEHG) conducted a study reviewing the status of the gender and eye health in Nepal. They found that the gender disparity was profound in utilization of services and pervasive in all regions of Nepal (Upadhyay, 2010 In a country where 80% of its land is inaccessible by road, it is important to look for differences in access for men and women across urban and rural settings.
The Tilganga Institute of Ophthalmology (TIO) is a tertiary eye care centre in Kathmandu, the urban capital city of Nepal. It also provides eye care to rural areas outside the Kathmandu Valley through its community eye hospital, community eye centres, satellite clinics, outreach microsurgical eye clinics (OMECs) and screening eye clinics. It is a not-forprofit organization that treats all patients regardless of their ability to pay. In the urban setting, females accounted for approximately half of all presentations to clinical and surgical eye care, as well as for surgical care at outreach programs (Figure 1) . Females (56.1%) accounted for more presentations to clinical care at rural outreach clinics than males (43.9%).
Subjects and methods
When disaggregated by age, females slightly outnumbered males in presentations to urban clinics in all age groups except for 0-14 years. In this youngest age group, fewer girls (44.3%) presented to clinical care than boys (55.7%) (Table 3 and Figure 2 ). 
Figure-1 Utilization of eye care in different settings by gender
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Figure 2 Distribution of service user by gender and age
Discussion
This study is important when considering the impact of gender on access to eye care in Nepal. The most striking finding is that, at face-value, access to eye care in Nepal appears equal for males and females -it may even appear that women in rural areas have greater access to clinical care than men. However, it is likely that females still do not have adequate access to eye care services. It has recently been shown that the prevalence of blindness is higher in Nepali females than in males. The higher prevalence rates in females can be explained in two ways. Firstly, given an equal incidence of disease between the genders, there are more females than males in Nepal, though this is not reflected by data from the Central Bureau of Statistics in the 2001 census. Secondly, given equal numbers of females and males, females have a higher incidence of ocular disease. One possible biological mechanism is the longer female lifespan, given that pathology such as cataracts, glaucoma and macular degeneration are more common with advancing age and barriers to proper eye care services.
In light of the increased prevalence of blindness in females, representing the end-stage of eye pathology, access to eye care can only be considered equal if women consistently outnumber men in presentations. If, as the RAAB study suggests, the prevalence in females is up to 2.5 times higher, there must be a 2.5:1 female-to-male ratio in presentations to care in order to achieve gender parity.
It is interesting that in the outreach clinics to rural areas, females accounted for more presentations than males (56.1% compared to 43.9%). It is possible that when services are provided in the community setting, rather than in the hospital setting, women are more likely to seek care because they are normally by social restrictions on mobility and, preventing them from seeking care at the hospital. In light of this, rural outreach clinics should be encouraged and strategies should be implemented to increase female awareness of such programs, for example, reaching mothers through local school and other community networks.
With regards to children, girls aged 0-14 years presented to clinics at TIO less commonly than boys (44.3% compared to 55.7%). It may be possible that this is related to a higher incidence of disease in boys. Ocular trauma as a result of risk-taking behaviours, is known to be more common in young men than women (May et al., 2000) . However, it is also possible that girls are discouraged from or denied access to health care due to their lack of social status -in effect, the 'double disadvantage' of being female and young which has been documented in other health care settings (Bronsard & Shirima, 2009 ).
This study provides information on the impact of gender on access to eye care in Nepal. It is of great importance as gender inequity is a possible contributing factor to the continuing high prevalence of blindness in Nepal, in spite of dramatic improvements in eye health infrastructure in recent years.
Conclusion
Utilization of eye health care service by females accounts for approximately half of presentations to hospital eye care in Nepal. Girls aged 0-14 years presented to clinical care less commonly than boys.
If the higher prevalence of ocular disease and blindness in women is taken into account, it is likely Nepal J Ophthalmol 2012; 4(8):277-281 that women in Nepal are underserved. Encouragingly, a higher female access to care is seen at rural outreach clinics, when services are taken from the hospital into the community setting.
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